Abstract: Intense, disorganized recollections are one of the core symptoms of posttraumatic stress disorder (PTSD), and considered to be the result of inadequate processing of trauma information. A first panic attack resembles trauma in being an unexpected frightening and subjectively life-threatening event, and like PTSD, panic disorder with agoraphobia also involves fear conditioning after the first event. Therefore, a panic attack may be processed similarly to a trauma, and as a result, memories of a panic attack may share characteristics like reliving and disorganization with PTSD trauma memories. To test this hypothesis, scripts of PTSD trauma memories (n ϭ 21) were compared with scripts of panic disorder with agoraphobia panic memories (n ϭ 25) using a narrative rating scale. No differences were found between reliving intensity and disorganization levels in the scripts of both patient groups. The results suggest a panic attack may affect information processing similarly to a traumatic event.
O ne of the core symptoms in posttraumatic stress disorder (PTSD) are intense recollections of the trauma. These memories are considered to be the result of inadequate information processing (Brewin et al., 1996; Brewin, 2001; Ehlers and Clark, 2000; Foa et al., 1989) . Several theories suggest a shift in processing style; that is, perceptual processing becomes the dominant processing style over conceptual processing, resulting in sensory-rich memories with a "here-and-now" quality that lack organization and context. Trauma characteristics like unpredictability and uncontrollability, and ones overwhelming, emotional response are thought to promote this shift in processing style, because they cause a lack of time to consciously process information conceptually. There is some experimental evidence for this shift in processing. For example, an emotional story was indeed associated with superior perceptual but not conceptual memory relative to a neutral story (Arntz et al., 2005) . Patient studies also show some evidence for perceptual processing in PTSD. For example, a sense of reliving (here-and-now quality) predicted PTSD severity (Michael et al., 2005) , and gradually faded during therapy (Hackmann et al., 2004) . Findings are not so consistent with respect to whether PTSD trauma memories are specifically disorganized relative to non-PTSD trauma victims (Berntsen et al., 2003; Halligan et al., 2003) , though, and it is also unknown to what extend these PTSD memory characteristics are unique for PTSD.
In their review, Zoellner and Bittenger (2004) pointed out that to reliably establish whether memory mechanisms in PTSD are unique, PTSD trauma memory should be compared with and differ from memories of 3 control groups, that is, (1) trauma memories of trauma victims without PTSD, (2) memories of other distressing, emotional but nontraumatic events, and (3) memories of events that are associated with the onset of other forms of psychopathology. Although most research has focused on the first 2 comparisons, the third has been relatively neglected. Transdiagnostic research is interesting both in a theoretical and clinical perspective though, and definitely needed to determine whether PTSD memory is indeed unique or just qualitatively different. Moreover, transdiagnostic research in general might explain whether we should see anxiety syndromes as discrete classes of psychopathology or whether symptoms indicate more continuous dimensions (e.g., Krueger et al., 2005) . Interestingly, the very few transdiagnostic studies showed intrusion-associated emotions were equally intense in PTSD and depressive patients (Reynolds and Brewin, 1998) , although PTSD intrusions had a higher here-and-now quality (Birrer et al., 2007) .
As inadequate information processing is considered to be the result of an overwhelming, unpredictable threatening event, this process may also play a role in panic disorder (PDA). Panic attacks are sudden, overwhelming, and subjectively life threatening events to which one responds with intense fear, thereby resembling DSM-IV criteria describing a traumatic event (American Psychiatric Association, 1994) . In addition, PDA also involves fear conditioning after the first panic attack. So theoretically, memories of a severe (or first) panic attack should also be disorganized and accompanied by a sense of reliving qualities.
In conclusion, information processing described by contemporary PTSD theories may also be applicable to disorders with similar onsets, like PDA, and therefore memories of both disorders may share some characteristics. The present study aims to investigate 2 memory characteristics that are considered specific for PTSD memories: a sense of reliving and disorganization. It is set up as a first exploration of PTSD-specific memory characteristics in other mental disorders.
METHOD Participants
Forty-six patients who were waiting to start cognitive behavior therapy at an outpatient clinic specialized in anxiety disorders participated voluntarily. Twenty-one patients met the DSM-IV criteria for chronic PTSD without comorbid current or lifetime PDA and 25 patients met the DSM-IV PDA criteria without comorbid current or lifetime PTSD. All patients were scoring above cut-off on the PTSD Symptom Scale (PSS) or Mobility Inventory (MI). All patients had Dutch as their native language (Table 1 for demographic and psychopathological variables). The 2 patient groups did not differ in age (t͓44͔ ϭ Ϫ0.76, p ϭ 0.45; mean age PTSD ϭ 35.5 years, mean age PDA ϭ 38.1 years), or gender (chi square ͓1, N ϭ 46͔ ϭ 2.49, p ϭ 0.12). Traumatic events happened 8.05 years ago (SD ϭ 6.67 years) in the PTSD patients, traumas being: sexual assault (n ϭ 4), physical assault (n ϭ 5), both (n ϭ 8), and miscellaneous (n ϭ 4).
Material
In accordance with a standardized prolonged exposure procedure each patient was requested to close his/her eyes and to recollect the traumatic event (PTSD) or worst panic attack (which most often concerned the first; PDA patients) aloud, as vividly as possible, and in first person and present tense during several minutes ("Please describe the ͓event͔ in as much detail as you remember, as if it were happening now"). Two independent experimenters executed this exposure procedure. The recollections were digitally recorded and 1-minute fragments were selected, starting from the first perception of threat, following Foa et al. (1995;  "Please select the section following the first expressed realization of danger"). Because it was found that only the worst part of PTSD narratives was accompanied by flashbacks (Hellawell and Brewin, 2004) , an independent rater checked whether the selected fragments indeed concerned the most fearful part of the narrative, which was the case for all fragments. This procedure was adhered to for both patient groups, resulting in 46 fragments: 21 traumas and 25 panic attack recollections. All 1-minute fragments were then transcribed, including nonword utterances like "uh," and the resulting scripts offered to 8 independent raters (see Procedure section) in randomized order.
Measures

Mini-International Neuropsychiatric Interview
DSM-IV diagnoses were established by means of the MiniInternational Neuropsychiatric Interview (MINI) (Sheehan et al., 1998) , a structured interview based on DSM-IV and ICD-10 criteria. Interrater reliability of the MINI is good (all diagnostic subscales Ͼ0.75). In the current study, all MINI interviews were conducted by trained, licensed, and experienced psychologists.
PTSD Symptom Scale
The PSS (Foa et al., 1993 ) is a 17-item self-report questionnaire used to assess PTSD as defined in the DSM-IV. The total score (range: 0 -51) is the sum of the subscales re-experiencing, avoidance and arousal, and reflects the severity of PTSD symptoms.
Mobility Inventory for Agoraphobia
Severity of agoraphobic avoidance behavior was assessed using the self-report mobility inventory for agoraphobia (MI). Its 27 items are rated on a 5-point scale. The MI has a high internal consistency (Cronbach ␣ ϭ 0.91-0.97) and its concurrent as well as its construct validity have been shown to be good (Chambless et al., 1985) .
Subjective Units of Distress
Patients had to indicate their subjective distress during recounting on a visual analogue scale with a range from 0 (not distressed) to 100 (very anxious/distressed).
Memory Characteristics-Rating Scale
We developed an instrument for the current study, because no existing validated scales measure the memory features that we target. Therefore, in the current study, memory characteristics were assessed using a 20-item rating scale that addressed trauma memory features. The items probe various emotions, organization, vividness, and sensory impressions. All items were rated on an 11-point scale, ranging from 0 (completely absent) to 100 (very much present). An explorative factor analyses was conducted to investigate the scale's latent variables. Principle component analysis (considering components with eigenvalues of more than 1) and visual examination of the scree plot suggested a 2-factor solution. Items were selected that loaded more than 0.5 on one factor and less than 0.3 on the other factor resulting in the following subscales: reliving (8 items) and disorganization. The remaining 6 items did not load on any of the factors and were hence excluded from further analyses (6 items; items and excluded items are listed in Appendix A). Internal consistency of the 2 subscales proved excellent (reliving: Cronbach ␣ ϭ 0.85; disorganization: Cronbach ␣ ϭ 0.90).
Procedure
After having been interviewed to establish DSM-IV diagnoses, the patients gave their written informed consent and completed the questionnaires. They then recounted their traumatic event or panic attack. After 1-minute sections of the recollections had been selected, 8 independent raters then evaluated the 1-minute transcriptions using the Memory Characteristics rating scale. The raters were all female students who all studied psychology at the Radboud University, Nijmegen, the Netherlands. They had been told they were going to rate recollections of patients, but were naive regarding their content. A manual describing the rating procedure and a list of key terms and their definitions were provided to all raters before the actual rating procedure started. Two scripts that were not used in the present study were used to train the raters. During training, any inconsistencies between raters were discussed and tackled to make sure all raters interpreted the items similarly. The actual scripts were offered to the raters group-wise, but they had to rate the scripts individually and were not allowed to discuss their ratings. The scripts were offered one at the time, and each rater judged every script according to the following procedure: reading the script, rating without consulting the script, and again reading while completing possible blanks. To ensure optimal concentration the raters took a break every hour. The entire procedure took approximately 8 hours.
RESULTS
Interrater Reliability
The intraclass coefficient was high for the reliving subscale (0.84), and adequate for the disorganization subscale (0.72).
Group Differences in Memory Characteristics Between Groups
Alpha was set on 0.10 to maximize the detection of differences between groups (and thus maximizing falsification of the hypothesis that groups would be similar). Multivariate analyses were used to compare the 2 groups on the selected variables. Years of education and subjective distress during recounting were entered as covariates because these may have influenced recounting style. The model proved not significant (Pillai's Trace, F͓2, 42͔ ϭ 0.77, p ϭ 0.47, Table 2 ). Rater scorings of PTSD and PDA scripts did not 
DISCUSSION
The present study was set up to investigate whether PDA patients, like PTSD patients, experienced a sense of reliving while recounting a panic attack, and whether their narratives were equally disorganized. Despite an alpha level of 0.10, no differences were found between PTSD and PDA patients in rater-assessed reliving intensity, nor did the narratives of both patient groups differ in disorganization.
The finding that both PTSD and PDA patients relived the event while recounting is interesting in that PTSD theories (Brewin et al., 1996; Ehlers and Clark, 2000) , suggesting that the occurrence of a trauma causes the formation of a vivid emotional memory without time-context, might also be applicable to panic attacks. Indeed, panic attacks have been suggested to act like traumatic stressors and sometimes even provoke PTSD symptoms (McNally and Lukach, 1992) . In their theory on autobiographical memory Conway and Pleydell-Pearce (2000) posit that encoding of the trauma information and its integration into the autobiographical knowledge base cannot take place because of an inability to adapt to the threat (to current plans and goals) that the trauma presents. They suggest that "intense feelings of surprise and unreality" associated with the sudden onset of the event are important factors in this process. Intense panic attacks meet these criteria and may therefore lead to similar disturbances in encoding, resulting in a sense of reliving during later recounting. Interestingly, Conway and PleydellPearce (2000) themselves point out that feelings of surprise and unreality are not restricted to negative emotions, suggesting "reliving" experiences may be associated with any highly emotional experience and not necessarily with recounting traumatic or even negative events only. In terms of survival, memory is formed to optimize future decisions (Klein et al., 2002) . Both experiencing future threat, PTSD and PDA patients both benefit from vivid memories. That is, PTSD patients want to avoid future trauma (or trauma recollections), whereas PDA patients want to avoid future panic attacks.
The second finding, PTSD trauma memories not being rated as more disorganized than PDA panic memories, is intriguing, as disorganization is sometimes specifically associated with PTSD memories (Van der Kolk and Fisler, 1995) . As mentioned earlier, panic attacks might have a similar impact on memory as traumas, resulting in incoherent, disorganized memories. Another explanation may be that not the traumatic event but rather the strong emotions evoked by recalling the event are responsible, by disenabling adequate memory retrieval, for example. Hence, memory disorganization may just be an epiphenomenon reflecting anxiety experienced during recounting (Zoellner and Bittenger, 2004, p 155) . Of course, because a healthy control group is missing, it is impossible to draw conclusions about the absolute level of disorganization from our data. In a recent study, both patient groups reported their trauma or panic memories as disorganized, though, relative to healthy trauma victims (Hagenaars, Van Minnen, Verbraak, & Hoogduin, In press) .
The results are interesting in the light of the current debate concerning the uniqueness of trauma memories. That is, they may indicate that trauma memories just at one extreme end of a continuum of memory processing and storage and traumatic events are not processed and stored qualitatively which is different from that seen in other events. Somewhat related is the discussion regarding categorical versus dimensional approaches to investigate psychopathology. DSM categories suggest the former but extensive comorbidity syndromes and within-category heterogeneity suggest that dimensional approaches may be a good alternative. These have the advantage of describing psychopathological variation in terms of multiple dimensions of disordered affect, behavior, and thought. Our results may implicate that certain symptoms (i.e., vivid memories) are expressions of more continuous dimensions rather than pointing to specific anxiety disorders (Krueger, Watson, & Barlow, 2005) .
The present study is strong in including another anxiety disorder that is thought to develop through conditioning processes, and involves an unexpected, frightening, and (subjectively) lifethreatening experience. Because of this etiological similarity, future research should also study so-called PTSD-specific memory characteristics in other disorders, like obsessive-compulsive disorder. The study also has some limitations. First and most importantly, a healthy control group is lacking, allowing relative statements only. This approach is sufficient as a first exploration of differences and similarities between PTSD and PDA memories, but future research should study absolute differences by including healthy controls. Another study was recently conducted to address this limitation (Hagenaars et al., 2009 ). In the current study, we tried to deal with this issue by using an alpha of 0.10, to maximize the chances on detecting group differences and falsifying the hypothesis that groups would be similar. Second, a newly developed narrative rating scale was used, so one must be cautious comparing the results with earlier studies. However, the new rating scale also has some advantages: it is easily applicable, the internal consistency of both 2 subscales is excellent, and the interrater reliability high. Third, the subscale reliving includes an item addressing sensory qualities, thereby tapping a key PTSD construct. However, another key construct, here and now quality, is addressed in an indirect way only by items like fear, arousal involvement, vividness, and physical symptoms. Items similar to these all loaded on the same factor as a "here and now" experience in a metamemory questionnaire though (Halligan et al., 2003) , which makes it likely that they are expressions of the same construct. Finally, unfortunately, the time since the target event was known for the PTSD but not for the PDA patients. The panic attacks probably happened longer ago than the traumas, as panic disorder usually develops around the age of 20 (e.g., Wittchen et al., 2008) . Fortunately, this would mean that chances for detecting differences (trauma recollections being more vivid and disorganized as a result of being more recent) are increased, which may make the fact that we did not find any differences stronger. However, future research should control for time since event, or study it as a separate factor.
CONCLUSION
To conclude, PTSD trauma memories did not differ from PDA panic memories in reliving intensity or narrative disorganization. The current results illustrate the usefulness of investigating symptoms transdiagnostically in enhancing our understanding of both (anxiety) syndromes and the mechanisms underlying specific symptoms. Involved  0  10  20  30  40  50  60  70  80  90  100  Vivid  0  10  20  30  40  50  60  70  80  90  100  Logical order  0  10  20  30  40  50  60  70  80  90  100  Aroused  0  10  20  30  40  50  60  70  80  90  100  Fragmented  0  10  20  30  40  50  60  70  80  90  100  Fear  0  10  20  30  40  50  60  70  80  90  100  Coherent  0  10  20  30  40  50  60  70  80  90  100  Helpless  0  10  20  30  40  50  60  70  80  90  100  Incomplete  0  10  20  30  40  50  60  70  80  90  100  Disorganized  0  10  20  30  40  50  60  70  80  90  100  Physical symptoms  0  10  20  30  40  50  60  70  80  90  100  Essential information  0  10  20  30  40  50  60  70  80  90  100  Sensory impressions  0  10  20  30  40  50  60  70  80  90  100  Participation  0  10  20  30  40  50  60  70  80  90  100 
